Methods: Between 2014 and 2017 we collected three pregnant patients in which the presence of hypoechoic peritoneal tissue in addition to decidualised endometriomas was described on US. Those patients were followed up during and after pregnancy with US. MRI was performed during pregnancy in all cases. Results: The age of the patients was 29, 33 and 33 years respectively. The diagnosis was made at 16th, 15th and 14th weeks of gestation respectively. The first patient had a spontaneous delivery at 40th weeks, the second patient incurred in intrauterine fetal death at 24th weeks, and the last one is currently pregnant. No patient underwent surgery during pregnancy. On US examination, the implants appeared richly vascularised at colour Doppler, and they were quite swollen with smooth margins on dynamic evaluation. In all cases MRI, which was performed between 16th and 21st weeks of gestation, confirmed decidualised endometriomas and detected peritoneal nodules in two cases. After termination of pregnancy, in the first case the nodule disappeared, whereas in the second case the persistent nodule was smaller and not vascularised, with irregular margins. Conclusions: Endometrial ectopic tissue incurs in decidualisation during pregnancy, appearing soft and vascularised. The rich vascularisation can worries the examiner on the nature of the implants, but the smooth margins, the soft consistence and the concomitant presence of a decidualised endometrioma should reassure the examiner on the benign nature of the lesion.
Objectives:
Endometriosis affects approximately 10% of premenopausal women. Ultrasound features of endometriosis in non-pregnant women are well described. There is paucity of data regarding prevalence and morphological appearances of endometriosis in pregnancy. This study examined a large number of women with pelvic endometriosis in pregnancy. We examined endometriotic lesions for signs of decidualisation and assessed the frequency of changes, accounting for lesion type and site. Methods: We searched our clinic database to identify all pregnancies with concomitant endometriosis on ultrasound scan. Vascularity of lesions was assessed by ultrasound Doppler examination. Endometriomas were defined as ovarian cysts filled with hyperechoic fluid and surrounded by healthy ovarian tissue. Endometriotic nodules were solid, hypoechoic lesions within the recto-sigmoid colon, rectovaginal septum, uterosacral ligaments or on the pelvic peritoneum, which were fixed on palpation. Features suggestive of ovarian decidualisation were thick irregular inner wall, papillary projections and high vascularity on Doppler examination. Decidualised endometriotic nodules were hyperechoic with moderate to high vascularity. A healthy 28-year-old pregnant primigravida woman, non-smoker, presented in gestational week 30+3 with intermittent painless macrohematuria, interpreted as vaginal bleeding. She underwent gynecological examinations twice without detection of any signs of bleeding. At the third examination an irregular papillary bladder neoplasm was suspected on 2D ultrasound. 3D image of the neoplasm was rendered using HDlive and the volume was measured. Colour and spectral Doppler shown a moderate vascularity with high peak systolic velocity (PSV=28cm/sec) inside of the neoplasm. Cystoscopy confirmed a suspicious neoplasm. Urine cytology was negative. In gestational week 34+0 an emergency Caesarean section was performed due to failure of induction of labour. Three days later a transurethral resection of neoplasm (TUR-B) was performed, uneventfully. Histology shown non-invasive papillary urothelial cancer (stage pTaG1). No adjuvant therapy was needed. Follow-up with cystoscopy, 4 and 10 months after treatment, were negative. Despite the rarity of bladder carcinoma during pregnancy an examination of urinary bladder should always be performed in case of atypical genital bleeding. Different diagnostic imaging as 2D and 3D ultrasound, followed by cystoscopy are sufficient and comfortable diagnostic modalities for bladder neoplasm during pregnancy. Transurethral resection of non-invasive bladder carcinoma can be performed safely either during pregnancy or after delivery. Objectives: The role of deep endometriosis (DIE) and ovarian endometrioma (E) as a risk factor for adverse perinatal outcomes in women with endometriosis has yet to be established. The aim of this study was to explore if fetal and maternal outcomes, in particular the incidence of small for gestational age (SGA) infants, are different in pregnant women with E versus DIP without endometrioma. Methods: This prospective included 160 pregnant women; 40 patients in each group with endometriosis, and 80 control cases of pregnant women without endometriosis. Women with uterine malformations, chronic hypertension, autoimmune diseases, pregnancy with major fetal structural abnormalities, aneuploidy or multiple gestations were excluded. DIE and E were diagnosed by using standardised ultrasonographic criteria. The study included patients who conceived spontaneously or by assisted reproductive techniques. Results: The three groups were similar in demographic characteristics (age, body mass index, mode of conception). No statistically significant difference was found in patients with E and DEP without endometrioma regarding PAPP-A MoM (0.99 vs 1.17 MoM, p=0.211), mean uterine artery pulsatility index (UtA PI) in the 1st (1.70 vs 1.66, p=0.778) and 2nd (0.92 vs 0.94, p=0.779) trimester of pregnancy, and incidence of SGA (5% vs 7.5%, p=0.644; respectively). No statistically significant difference was found in patients with E and DEP without endometrioma when compared to those without endometriosis. Logistic regression analysis demonstrated that neither the presence of E nor the presence of DIP without endometrioma are independent risk factor for SGA. Conclusions: The presence of E and DIP without endometrioma are not risk factor for the delivery of SGA infants. Women with endometriosis should be treated in pregnancy as the general population and do not need a closer monitoring. Objectives: Pouch of Douglas (POD) obliteration can be predicted with a high degree of certainty in women with symptoms suggestive of underlying endometriosis using transvaginal ultrasound (TVS). To evaluate preoperative real-time dynamic TVS in the prediction of pouch of Douglas (POD) obliteration in women undergoing laparoscopy for suspected endometriosis over an eight-year period. Methods: Prospective study between March 2009 and March 2017. Women who attended the Endogynecology clinic at Nepean Hospital underwent detailed 'deep endometriosis scan' and follow up laparoscopy. Each woman was assessed for the presence of 'sliding sign' on TVS at the both the retro-cervix(RC) and posterior uterine fundus(PUF). As long as the 'sliding sign' is considered positive in both of these anatomical regions the POD is recorded as 'not obliterated'. If either of these anatomical regions demonstrates that the anterior rectal wall or rectosigmoid does not glide smoothly over the RC or PUF, respectively, then the 'sliding sign' is considered negative, and the POD is recorded as 'obliterated'.
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We evaluated the performance of the 'sliding sign' to predict POD obliteration in terms of sensitivity, specificity, 
Conclusions:
Although the detection rate for POD obliteration was stable between the two cohorts, the false positive rate increased over time. Eliciting the 'sliding sign' is an accurate way to predict POD obliteration in women with suspected endometriosis who are planning laparoscopy.
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